
SCSD DIABETIC MANAGEMENT  RECORD, SCHOOL YEAR ____________ 
 

Name of Student _____________________________________                                                                        Grade/Home Room (or Teacher) ________________  
 

Finger Stick Schedule _________________________________  Insulin Coverage ____________________________________________    1  Parent Permission       

1 Check ketones if BS > ________                                                                           ____________________________________________    1 Doctor’s Order       

1 Call parent if BS < _________ or   > __________                                                ____________________________________________      

1 Glucagon order present                                                                                          ____________________________________________       

 Comments : ________________________________________                               ____________________________________________  
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        Initial                                    Signature                                    Initial                                 Signature                                                           Codes 

1. __________       ______________________________      5. ____________   _______________________________________     (A) Absent                (O) No Show 

2. __________       ______________________________      6. ____________   _______________________________________     (E) Early Dismissal  (W) Dosage Withheld 

3. __________       ______________________________      7.  ___________    _______________________________________     (F)  Field Trip           (X) No School 

4. __________      ______________________________       8.  ___________    _______________________________________     (N) No Medication Available 



Please use this space for additional fingersticks and follow up if required:                                                Student’s Name ______________________________________           8/04 
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Reason 
                     

 

BS 
                     

Insulin 

Coverage 

                     

Snack 

Given 

                     

 

Initials 
                     

 

Ketones 
                     

Parent/Guardian 

Notified 

                     

Reason Code:  F = Follow-up 

                       H = Signs and symptoms hypo/hyperglycemia 

                       O = Other 

 

Administration of Glucagon                                                                                                                                                                                                          
 

Glucagon order: __________________________________________________________________________  Date _______________________    1  Parent Permission  
  
If required, administer Glucagon promptly.  Call 911 and parent/guardian. 
 

 

Date 
               

 

Time 
               

 

Initials 
               

 

Comments:_______________________________________________________________________________________________________________________________ 
 

           ___________________________________________________________________________________________________________________________________  
 

Contact Information:   
 

Parent/Guardian #1 __________________________ Address ___________________________ Phone  (H)  _________________ (W) _________________(C)___________  
 

Parent/Guardian #2 _________________________  Address ___________________________  Phone  (H) __________________(W) ________________ (C) ___________  
 

Student’s Doctor/Health Care Provider: ____________________________________________________________________ Phone __________________________________  
 

           Initial                                 Signature                                                        Initial                                   Signature                                        Initial                                                 Signature 

1.  ___________             _____________________________________       3. _______               ____________________________ _     5. _________        ___________________________________________________ 

 

2.  ________           ______________________________    4. ______          ________________________    6. _______    __________________________________________ 


